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Subsequent to the repair of a true aneurysm from the
posteromedial-basal aspect of the left ventricle, a 58 year
old man developed a draining wound at the site of the
sternotomy. Two-dimensional echocardiography re-
vealed recurrence of the aneurysm at the site of the
The occurrence of a pseudoaneurysm secondary to infected
pledgets used in the resection of a true ventricular aneurysm
is rare (1,2). The echocardiographic diagnosis of this par-
ticular complication has not been previously reported. We
report a case in which a ventricular aneurysm seemed to
recur at its original location as viewed by two-dimensional
echocardiography. The appearance of the aneurysm by both
two-dimensional echocardiography and contrast ventricu-
lography suggested a true aneurysm (3-7), although the
clinical picture with a draining sinus in the chest wall sug-
gested a pseudoaneurysm with a cardiocutaneous fistula.
This report suggests a possible explanation for the atypical
appearance of the pseudoaneurysm and provides insight into
the pathogenetic mechanism for the recurrence of a ven-
tricular aneurysm.
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previous aneurysm repair. This aneurysm had a wide
neck and looked similar in appearance to the previous
true aneurysm. However, at surgery the patient was
found to have a ventricular pseudoaneurysm with a car-
diocutaneous fistula.
Case Report
A 58 year old white man suffered an inferoposterior
myocardial infarction during May 1980. After recovery, he
experienced occasional exertional angina (New York Heart
Association functional class II) . In November 1980, he was
hospitalized for congestive heart failure and hypertension.
One episode of ventricular tachycardia occurred while the
patient was in congestive heart failure. The patient remained
hypertensive (2001130 mm Hg) after the heart failure be-
came compensated. While undergoing evaluation for sus-
pected renal hypertension, he had a second episode of ven-
tricular tachycardia requiring cardioversion and was transferred
to the coronary care unit.
Clinical findings. The blood pressure was 190/120 mm
Hg, heart rate 86 beats/min and respiration 16/min. The
jugular venous pressure was not elevated and lung fields
were clear to auscultation . A laterally displaced sustained
left ventricular impulse was palpated in the sixth intercostal
space. First and second heart sounds were normal and a
fourth heart sound was present. There was no abdominal
bruit. Mild cardiac enlargement was present on the chest
X-ray film. A 12 lead electrocardiogram showed an old
inferoposterior infarction and left ventricular hypertrophy
that was unchanged from previou s electrocardiograms. Se-
rial myocardial creatine kinase enzyme levels were not
elevated .
Echocardiographic and angiographic findings. A two-
dimensional echocardiogram showed a large posteromedial-
basal aneurysm of the left ventricle , best viewed in the apical
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Figure 1. Echocardiographic apical twochamber
view of theleftventricle (LV)andleftatrium (LA)
showing a large posteromedial-basal aneurysm of
theleftventricle below thelevel of themitral valve
(MV). A = end-diastolic frame; B = end-systolic
frame.
two chamber view (Fig. I). Gated blood pool cardiac im-
aging performed in the standard anterior and left anterior
oblique projections did not reveal an aneurysm. The patient
also underwent cardiac catheterization. The mean pulmo-
nary artery wedge pressure and left ventricular end-diastolic
pressure were 16 and 28 mm Hg, respectively. A left ven-
tricular angiogram demonstrated a dilated left ventricle with
an end-diastolic volume of 120 ml/rrr' and a calculated ejec-
tion fraction of 0.23. A large posterobasal aneurysm (Fig.
2) and severe inferior hypokinesia were present. Selective
coronary angiography showed a 100%occlusion of the mid-
dle segment of the dominant right coronary artery. The left
anterior descending artery had a 75% stenosis after the first
septal and diagonal branches, which also had 50% stenoses.
Two circumflex marginal branches had 50% stenoses. The
left renal artery appeared normal but the right renal artery
was not visualized. An electrophysiologic study was per-
formed to determine antiarrhythmic drug efficacy, but sus-
tained ventricular tachycardia could not be induced.
Cardiac surgery and postoperative course. Coronary
artery bypass graft surgery to the left anterior descending,
diagonal and two circumflex marginal branches was done
in June 1981. The left ventricular aneurysm was opened
and debrided, the clot removed and then repaired with # I
silk suture reinforced over Teflon pledgets. After surgery,
captopril, 25 mg three times daily, in addition to hydroch-
lorothiazide, clonidine and prazosin were used to control
hypertension. A two-dimensional echocardiogram I month
after surgery did not show a ventricular aneurysm (Fig. 3).
In October 1981 , the patient developed purulent drainage
from the sternal incision in the region of the xiphoid. Cul-
tures were obtained and cephalexin therapy was instituted.
A repeat two-dimensional echocardiogram showed a recur-
rence of an aneurysm in the area of the previous aneurysm
resection (Fig. 4). This aneurysm had a wide neck and its
appearance was similar to that of the previous one. Left
ventricular angiography confirmed the presence of the aneu-
rysm (Fig. 5). All four coronary grafts were patent. The
sternal drainage persisted and on one occasion became grossly
bloody.
The patient was reoperated on with a diagnosis of a
pseudoaneurysm and a cardiocutaneous fistula. A sinus tract
extending from the xiphoid to the posterior surface of the
Figure2. Cineangiographic 30° right anterior oblique view of the
left ventricle showing a large postcrobasal aneurysm. The mitral
valve is not Involved bytheaneurysm because there isnoevidence
of mitral regurgitation.
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Figure 3. Echocardiographic apical two chamber
view of the left ventricle after the first ventricular
aneurysmectomy, no longer showing the presence
of the previous aneurysm. A = end-diastolic frame;
B = end-systolic frame. Abbreviations as in Fig-
ure I.
heart was present. Teflon pledgets used in the aneurysm
repair 6 months earlier were not adherent to the heart. A 8
x 4 em pseudoaneurysm was found. Pus was present in
the area and it was apparent that the sutures used in the
original aneurysm had eroded through the sutured ventric-
ular tissue. The aneurysmal area was extensively debrided
and the edges of the ventricle approximated with interrupted
sutures. Pledgets were not used. A two-dimensional echo-
cardiogram repeated 6 months later showed hypokinesia in
the region of the aneurysm repair with otherwise normal
wall motion.
Discussion
The occurrence of true or false left ventricular aneurysm
after myocardial infarction has been reported (8-15). Sim-
ilarly, left ventricular aneurysms occurring after trauma
Figure 4. Echocardiographic apical two chamber
view of the left ventricle and left atrium showing
recurrence of an aneurysm at the site of the pre-
vious aneurysm. Note that the appearance of this
aneurysm is similar to that of the previous aneu-
rysm prior to surgery (as seen in Figure I). As in
the previous aneurysm, this aneurysm has a wide
neck. A = end-diastolic frame; B = end-systolic
frame. Abbreviations as in Figure I.
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Figure S. Cineangiographic 30 ° right anterior oblique view of the
left ventricle show ing an aneurysm at the site of the previou s
ane urysm . Note that there is no extravasation of dye sugges ting a
fistula or leak .
(15,16) , and after cardiac surgery (1,2,12,13,17,18) have
been described. Pseudoaneurysm has been implicated in
cardiocutaneous fi stulas (1,2). Early diagnosis is imperative
for proper management of this potentially fatal condition.
In our patient with a persistently draining sternal wound,
the recurrence of aneurysm, as demonstrated by two-di-
mensional echocardiography. suggested the diagnosis of
pseudoaneurysm despite features typicalof a true aneurysm.
Differential diagnosis of true and false ventricular
aneurysms. Cineangiographic (8,9 , 13,14), radionuclide
angiographic (19-22) and echocardiographic (5-7 ,23-30)
features of both true and false left ventricular aneurysms
have been described previously. In our patient. because of
the position of the aneurysm, two-dimensional echocardi-
ography had an advantage over gated blood pool imaging
in detecting the aneurysm. The cineangiographic and echo-
cardiographic features of the initial aneurysm were similar
to those described for a true aneurysm (3- 7). However, the
subsequent aneurysm, which was caused by a breakdown
of sutures secondary to infection. did not have the reported
appearance of a false aneurysm (5- 7, 13- 15,21.27). A prob-
able explanation may be the different pathogenetic mech-
anisms between pseudoaneurysm with a " narrow neck,"
seen mostly in postmyocardial infarction patients, and the
pseudoaneurysm in our patient, which was probably caused
by the separation of the sutured edges of the ventricle as a
result of infection . In our patient, the sutures had given way
and the ensuing defect was sealed off by the overlying
pericardium.
This report presents a possible explanation for an ap-
parent recurrence of a surgically resected ventricular aneu-
rysm and highlights the use of two-dimensional echocardi-
ography in its diagnosis.
We express our appreciation to Mrs. Kaye Cherry for her expert secretarial
assistance and to Linda Le rb for the illustrations.
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